(7) The gynxcologist should, if he so wishes (and many do), personally insert the radium with the technical assistance of the radiotherapy team. The quest for that elusive internal os can be humiliating even in cases of dysmenorrhoea and infertility. In some malignant cases it can defeat both the patience and skill of an experienced operator. False passages, perforations and total failure to insert the central tube are much more likely in the hands of the inexperienced, and for these the patient pays a heavy price. In some centres this essentially gynecological procedure is entrusted to a radiotherapy registrar.
(8) Inpatients should be accommodated in gynecological beds or, at least, in beds over which the gynecologist and his team can exercise some supervision and control. A few of the beds in a radiotherapy centre might be reserved for joint research.
(9) Follow-up should be a joint responsibility, and should be carried out in a gynecological department properly equipped and staffed for this intimate type of examination. There is much to be said for the system whereby these patients attend the ordinary follow-up clinics of the gynecological department. Segregation of malignant cases may have undesirable effects, psychological and otherwise.
(10) The undergraduate student should be given every opportunity of seeing these patients in the outpatient department, of observing their preliminary investigation, of taking part in the technical examination under anaesthesia, and of interesting himself in the after-care and follow-up. He will thereby become imbued with the paramount importance of overall gynicological supervision, and, by the same token, will be vastly less likely after registration to refer his own patients direct to the radiotherapist.
(11) The postgraduate trainee gynecologist must, under supervision, be afforded as much personal responsibility as possible for such cases in all phases. Such a desirable consummation can only be achieved by primary relegation of all cases to gynaecological units and by sustained gynecological control.
Much might be said on the subject of the relative opportunities for progress and research in the two departments. I have avoided reference to "smears" and carcinoma in situ. Not because I think it a subject to ignore, but because I regard the issue as undecided, and highly controversial. In the hands of the fanatic it can lead to considerable cervical carnage and to more than -somewhat of pelvic pillage! In more temperate hands it may well constitute a form of clinical research stimulating alike to the student and trainee, and is therefore to be encouraged with safeguards in teaching gynecological departments. There are also many other avenues of research open only to the clinician, and calculated to widen the gynaecological horizon. This has special application to the commoner cervix cases-but there is also a wide field in the syndrome of diabetes, heredity, late menopause, radium, oestrogens, &c., in relation to carcinoma of the corpus. I find it difficult to imagine that a department like radiotherapy, concerned predominantly with the pure mechanics of treatment, can contribute much to the improvement of visibility in the gynecological atmosphere. We must, however, watch with interest the activities of the relatively new "linear accelerator".
The basi? claims which I have enumerated may seem to constitute considerable territorial ambitions -they may even savour a little of the unilateral; but if the uterus is no longer gynaecological territory, we are face to face with quite a new type of frontier. From contacts with my colleagues it is clear that feelings on this matter of co-operation are rising in temperature as well as tempo. But we must maintain an attitude of patience and tolerance-tolerance, not of what would be prejudicial to our patients and our specialty, but of reasonable compromise and co-operation. I would plead for no appeasement-and no retreat from the principle of overall gyniecological control.
DISCUSSION ON RUPTURE OF THE UTERUS IN PREGNANCY AND LABOUR
Mr. Donald Fraser: Cases of ruptured uterus in pregnancy or labour are dangerous and bristle with difficulties of diagnosis and treatment. My own experience is limited to 5 cases-3 in relation to previous CQsarean sections or hysterotomy and 2 so-called "spontaneous ruptures". I make no apology for the paucity of this material, for too easy a familiarity with this subject is unbecoming, as many cases are preventable. This was certainly true of 2 of mine. All 5 patients survived with 2 babies and 1 uterus salvaged.
I would like to give you my impressions of current literature and to report 2 cases of rupture in pregnancy in some detail. I have not gone back very far into the literature as the quality of material and conclusions to be drawn have altered considerably over the years with modern changes in obstetric trends-notably the improved safety of lower segment Cesarean section as a by-pass to all the gross mechanical difficulties experienced in labour.
The incidence of ruptured uterus appears to be relatively constant at about 1 in 1,500 to 2,000 deliveries. It has been estimated as the cause of maternal death in 5% of cases in the United States. In the Rotunda practice (1948) (1949) (1950) (1951) (1952) 15 ruptures occurred in 20,000 deliveries, of whom 4 died. This constituted 8% of their total maternal mortality of 48 cases in that series. Various suggestions as to classification have been made and I think the most useful is that of Brierton who reported on a series of 57 cases in 1950. His groups are (1) post-Cesarean; (2) so-called "spontaneous" rupture; and (3) traumatic rupture. To these might be added rupture in early pregnancy usually due to criminal interference. In modern practice the first group is by far the largest and the third group, of which I have no experience, will in due course largely disappear. Cases in this third group occur only in labour and are nearly always related to gross obstetric interference-internal version and extraction notably in relation to transverse lies and placenta praevia as well as high forceps and the abuse of forceps and also ill-advised use of oxytocic drugs in labour. Many of the manceuvres leading to rupture in this group may now be regarded as obsolete or obsolescent, but the modern obstetrician with his high disregard for the difficulties of his predecessors may remember that in avoiding these difficulties by Casarean section he is, of course, contributing to the material of the first group and the cynic might say that he is transferring his ruptured uteruses from one statistical table to another.
The first group-post-Cesarean rupture-now constitutes at least half and perhaps more of all cases. Extensive series of deliveries after lower segment operation show that the danger is not thereby eliminated, although it may be reduced. Lawrence (1949) reported 121 vaginal deliveries after previous lower segment operation, of whom 2 ruptured. Wilson (1951) reported 15 ruptures in over 900 cases; the majority were classical, but there were 4 lower ruptures. The incidence seems to be about 2 % irrespective of site of operation, but there is a definite impression that the classical scar is more dangerous in pregnancy. Brierton (1950) reported 7 cases in 246, of whom the majority had had lower segment operations; 4 occurred in the classical group (94) and 3 after the modern operation (152).
Summing up, the lower segment scar is safer than the classical particularly in pregnancy-if it ruptures it tends to do so in labour-and there is a further impression that a transverse scar is safer than a vertical one. But the point still stands that a scar is not as good as the thing it replaces and it behoves us to look to our indication for the first CQsarean section.
In the so-called spontaneous group, the rupture more commonly involves the lower segment and it is unusual for the corpus alone to be involved. In many of these cases there is a history or a finding of previous damage to the uterus, notably scarring in relation to previous septic abortion, scars of cervix and lower segment from previous delivery and even myomectomy. Most of the ruptures occurred again at or near term and in the majority the patient was thought to be in labour. Maternal and fetal mortalities in Brierton's cases were: Group 1,3 8 % and 46%; Group 2, 47-6 % and 85 7 %; Group 3, 80 % and 80 %. These figures are the main justification for the rather awkward classification and they show the relative safety in the first group where the labour is probably being conducted in optimal conditions. Diagnosis.-The majority of the first group are in labour at the time of rupture. This is also true of the second group and, of course, it is the rule in the third group. There is a fallacy here for the pain of rupture is often misinterpreted as the onset of labour. Abdominal pain and local tenderness are the most reliable findings often with shock. The patient may come out of labour and she may bleed excessively per vaginam, but these are less reliable findings statistically.
Treatment.-Once the diagnosis is made the actual case requires abdominal exploration with coincidental blood transfusion and the detail of operation will depend upon the local findings. Hysterectomy rather than conservation of the uterus appears to be commonplace in the literature. Some of the cases in the traumatic group where the rupture is confined to the lower segment may be conservatively treated by packing. The real treatment, of course, ought to be prophylactic wherever possible, but it would be a bold man who would suggest, at least in this country, repeat Cesarean section in all cases, particularly if the original indication is non-recurrent. This would not avoid some of the ruptures in pregnancy, but, if it were done at 38 weeks, would eliminate a lot of these and naturally all those occurring in labour. Many American authorities make no bones about it and regard a previous section as an indication for a repeat operation. This might be modified with advantage to a dictum of "once a classical, always a section at 38 weeks" and, possibly, the patient hospitalized for some time before. Ifvaginal delivery is decided upon the case must be conducted in proper surroundings by people who are aware of the subtleties of uterine rupture, and even after successful vaginal delivery the uterus should be manually explored. There are some features about the previous section which make a repeat advisable-notably, previous post-operative sepsis. One of my patients had the clinical equivalent of this. She had had a non-septic hysterotomy at 24 weeks in Malaya for toxic hyperemesis after 4 normal deliveries of large babies up to 94 lb. She must have been very ill at the time of hysterotomy as she had an extensive peripheral neuritis, signs of which persisted. She had no anklejerks or knee-jerks when I saw her two years later and a patch of aneesthesia on the front of her left lower leg with some extensor wasting. She had a large pelvis so I decided to conduct her sixth labour naturally and did so successfully. I was present throughout all stages of labour and for an hour later. She collapsed six hours after labour with extensive intra-abdominal hiemorrhage and I found the classical scar of hysterotomy completely ruptured at operation. She was treated by subtotal hysterectomy. She must have been starving at the time of her previous hysterotomy and I would have done well to deliver her by section. Failing that, I should have explored her uterus after delivery, although there were no adverse signs at any stage.
Another case had had a Cesarean section, classical, with a large stillborn foetus after a failed trial labour. We decided to deliver her at St. Bartholomew's conservatively as she had a large pelvis and the head was engaged. After a few hours in labour with an excessive show from the beginning, she developed a suprapubic bulge and went out of labour. Although I was operating within twenty minutes of the rupture, the baby was lost and the uterus was split from the fundus down to and into the vagina with considerable bleeding behind the bladder. The dead baby had left the uterus and the placenta was attached to the scar. I had every intention of saving this uterus .when I started the operation, but decided against it for technical reasons and again performed a hysterectomy. She lost both her babies, therefore, and her uterus all for lack of clinical judgment. I think she should have had a repeat Cesarean section on her bad history. This was not a case in which to take a risk and I regard both these ruptures as preventable.
Details follow of the two ruptures in pregnancy. They are both unusual as they were corporeal ruptures following previously unsuspected trauma.
L-Mrs. P., aged 28, had been attending a midwives' clinic in what was stated to be her first pregnancy. At 30 weeks, on 13.10.49, she woke from sleep at 4 a.m.-with generalized abdominal pain, most marked in her groin, and she was sick. Nine hours later she was admitted to the City of London Maternity Hospital with pulse 80-90, blood pressure 110/80. She looked ill, complained of abdominal pain and the abdomen was tense with tenderness in the loin and both iliac fosse. The fretal heart was not heard, the cervix was closed and she had a trace of albumin in the urine specimen. She was seen by two of my obstetric colleagues, judged to have a concealed accidental heemorrhage and treated with morphia and pethidine. She continued to be sick, an intravenous drip was set up and she was given saline followed by blood. At seventeen hours she was still being sick, her pulse was 130 and her blood pressure 130/92. The patient passed a very uncomfortable night despite heavy sedatives and large amounts of bile-stained fluid were aspirated as she had an ileus.
I saw her at thirty hours with a temperature of 1000 F., pulse 130, blood pressure 130/88, pulse of poor volume.
She had a third-stage peritonitis with distended, silent abdomen and, as she seemed to be losing ground, I decided to operate with no very clear diagnosis.
At laparotomy with coincidental blood transfusion there were several pints of blood in the peritoneal cavity with feetus and placenta lying free. The uterus was contracted, even involuted, in the pelvis and there had been a fundal explosion through an irregular, thin scar. I was impressed with the patient's poor condition and did a subtotal hysterectomy. She had 3 pints of blood and 4 of saline in the next thirty-six hours. She made an uninterrupted recovery and went home in a fortnight.
We learned later that in September 1948 she had a self-induced abortion at 3 months, using a syringe. She had been admitted to hospital and the uterus explored as an incomplete abortion. There had been considerable bleeding and the uterus was packed. She developed peritonitis with paralytic ileus and was thought to have salpingitis, from which she recovered without operation.
II.-Mrs. J. B., aged 34, with a history of appendicectomy eighteen years before and a normal delivery nine years previously. She had a curetting six years before for menorrhagia. On 5.10.52, at 29 weeks, she was admitted to hospital at 2.30 p.m. The history was that she had had pain for forty hours, starting in the right groin, and that she had been sick. The midwife thought she was in labour, but as there was no progress finally sent her in. She was not shocked, pulse 95, temperature 98-40 F., blood pressure 126/66. The abdomen was tense, the foetal heart was not heard, the fcetus was lying obliquely and there was a lump on the side of the uterus to the right which I took to be a fibroid. The cervix was closed, there was no show and she was not in labour. Again the diagnosis of concealed accidental himorrhage was made and she was given morphia. In a few hours there was no improvement in her condition, in fact she had deteriorated considerably despite a 3-pint blood transfusion. The pulse ranged from 112 to 120, the blood pressure was 88/60. The abdomen was more tense and finally dull in the loins.
At forty-eight hours I operated and found a 4-in. rent in the uterus with foetal foot and placenta presenting.
The rupture started at a depressed scar near the insertion of right round ligament and extending across the fundus. The feetus was extracted and the excised scar sewn up in three layers. She had three further pints of blood. Her convalescence was disturbed by collapse of the right lower lung, but she went home in good order on the sixteenth day with hemoglobin 80%.
Detail of the previous curetting from another hospital did not yield any useful information. Her convalescence had been uneventful at that time. Two months later she had made a complete recovery, having had one normal period.
Both these cases had previously unsuspected uterine damage and I do not, think it is entirely a coincidence that they both ruptured spontaneously at about 30 weeks. It is startling, at least to me, that uterine perforation at curettage should later result in rupture of the uterus. I can imagine that there must be many people who have perforated the uterus and I hazard a guess that their concern for the patient has been immediate rather than remote. I had considered re-excising the scar on the patient whose uterus I conserved, but I have abandoned the idea and in a future pregnancy I propose to admit her at 28 weeks and do a set section at 38 weeks if things go well.
Mr. David M. W. Maxwell:
Introduction.-I would like to include one case of rupture of the uterus associated with criminal interference and one with therapeutic termination of pregnancy. Including the ruptures in labour, I have had personal experience of 10 cases of different types in the last twenty-five years in the Windsor Area where the present population is about 230,000 and where there are 75 gynmcological beds and 120 active maternity beds. Dugger (1945) of Philadelphia described 105 cases in the last trimester of pregnancy during a ten-year period. The incidence was one in every 3,029 births. 25'8 % of these ruptured during pregnancy. 84*6 % of the total number (65) were considered preventable deaths in the opinion of the Committee of Maternal Welfare of-Philadelphia County Medical Society.
Case 1.-The first case comes under the heading of spontaneous incomplete rupture of the uterus with severe intraperitoneal bleeding and was operated on just prior to complete rupture resulting in a living child and mother (see Henderson and Maxwell, 1952) . Case 1I.-In the second case there was a clear history of criminal interference on three separate occasions.
Examination revealed a gross condition of general peritonitis with tenderness and marked rigidity extending up to both costal margins.
The abdomen was opened and large quantities of pus were found and a large perforating wound of the pregnant uterus through which it was possible to pass a finger.
This was sewn up and the abdomen drained. Under the same anesthetic the retained products were removed per vaginam.
Recovery was quite unexpectedly uneventful with large doses of Prontosil. Case 111.-This comes under the heading of accidental rupture of the pregnant uteru at14 and 16 weeks' gestation, and concerned a woman of 40 years of age. Her doctor and obstetric physician (not myself) had decided that therapeutic termination was justified for the following reasons:
Her husband was an epileptic; she had two epileptic children and one tuberculous child; she suffered from breathlessness on exertion, and on examination was very obese, and showed a pendulous abdomen and a trace of albumin in a catheter specimen of urine.
Induction of a miscarriage was attempted by the physician concerned by dilating the cervix, rupturing the membranes and removing a portion of the membranes. Later pituitrin was given.
Two days later she developed considerable pain and tenderness in the lower abdomen with a certain amount of foul vaginal loss. Later a laparotomy was performed and a rupture in the posterior wall of the corpus low down was defined and the patient suddenly died on the table. At the inquest Dr. Bernard Spilsbury confirmed that the indications for therapeutic abortion were well justified and considered that death was primarily due to myocardial changes and secondarily due to pelvic peritonitis and an infected ovum.
Comment.-The first of these two perforation cases is mentioned as an example where it may be more than justified to be conservative in the treatment of either certain accidents of surgery or criminal cases. The second raises in our minds some of the possible worries associated with therapeutic termination of pregnancy per vaginam. Many years ago I was called to a case similar to that reported by Mr. John Howkins (1952) , when he so dexterously saved a woman's life. In my case portions of both small and large intestine had been damaged through an aperture made in the uterine wall in attempts to terminate a pregnancy per vaginam. My patient did not recover. How can these troubles be prevented? It appears that at least one teaching school in London, North of the Thames, does not hold with the use of utus paste (or aretus paste as it was called before the war). I personally do consider that it has a very definite place in therapeutic termination and can reduce the risk of this procedure. Most of us have experienced the technical difficulties, anxieties and dangers of termination of pregnancy per vaginam, particularly in a primigravid patient, by emptying the uterus at one sittingespecially if the pregnancy is more than 10-11 weeks gestation.
Most authorities will agree that termination may be carried out per vaginam up to 12 weeks. Thereafter it may become progressively dangerous in the primigravida and abdominal hysterotomy should be performed-preferably through a curved incision in the lower portion of the uterus so as to minimize the risk of intestinal or other adhesions forming later. Others have confidence in utus paste.
Case IV.-The girl concerned was primigravid and aged 23, some 34 weeks pregnant, and was admitted to King Edward VII Hospital in December 1948. About half an hour before she had been on the deck of a motor launch approaching a closed lock gate. Suddenly she was crushed between the bridge of the lock gate and the roof of the cabin of the launch (see Elias, 1950) .
Comments.-De Lee, Ley and Hosking all describe accidents of patients who either fell or sustained severe abdominal blows all resulting in frank rupture of the pregnant uterus. In their cases twentyeight hours, two days, and eighteen days respectively after the accidents operations were performed. In De Lee's case subtotal hysterectomy was performed with recovery. In Ley's case suture only with recovery ensued. Hosking's patient, in his opinion, was too ill to allow of hysterectomy and the rent was exposed and packed. The patient was up and about one month later.
Prophylaxis and treatment.-This matter is largely concerned with the care and skill of the operator in cases of therapeutic abortion which have already been covered by Mr. Howkins (1952) and the use of utus paste in therapeutic abortion can also be considered. In addition the greatest care should be taken in all cases of manual removal of any placenta. As regards active treatment, when actual rupture has occurred prompt attention to the shock and hemorrhage before, during and after operation is always indicated. Whole blood transfusion is imperative. This must be followed by laparotomy and repair of the rupture or hysterectomy which in many cases can be permltted to be supravaginal. Later the prevention of infection in these critically ill patients is essential since they may survive the intermediate shock and blood loss only to succumb to infection later.
Mr. D. M. Stem: Rupture of the Caesarean Section Scar in Subsequent Pregnanty and Labour On May 6, 1920, Sir Eardley Holland gave his classical paper on "Rupture of the CQsarean section scar in subsequent pregnancy or labour" before a Conjoint Meeting of this Section of the Royal Society of Medicine with the North of England and Midland Obstetrical and Gynecological Societies (Proceedings, 1920, 14, Sect. Obstet., 22) . In those days, of course, CQsarean section was less common than it is to-day. The indications for its use were restricted. The maternal mortality was higher and the risk of infection was greater.
For practical purposes, all the sections were of the classical variety. The incisions, therefore, were all in the upper segment, though they varied in position and direction. In a very comprehensive paper, admirably compiled, he analysed 97 cases of ruptured scar, mostly collected from the literature. The maternal mortality was 30% and the foetal mortality 77%.. From a study of the figures he came to the conclusion that the predisposing causes for rupture were:
(1) Implantation of the placenta on the scar, leading to hiemorrhage.
(2) Sepsis, which he considered as the most important single cause. He took as evidence of infection pyrexia following the CQsarean section and thinning and fibrosis in the resultant scar. This is circumstantial evidence only, and pyrexia in the puerperium may be due to other causes than infection in the scar. Puerperal pyrexia was common even in those scars which did not rupture and, of all those that did, a quarter were apyrexial. Fibrosis and thinning of the scar may be only the result of trauma, hemorrhage or faulty apposition.
(3) Suture material. This is probably of more importance in the classical than in the lower segment operation.
(4) Accidental factors, such as hydramnios, version, antepartum hemorrhage, prolonged labour or the administration of pituitary extract.
He considered that the site of the scar in the upper segment, where muscular contractions were present and involution was progressing rapidly, had a deleterious effect on sound healing. He noted a varying interval between the subsequent rupture of the scar and the previous C.esarean section from less than one year to as many as twelve, and in some cases there had been one or more intervening vaginal deliveries.
In order to assess the frequency of rupture he was able to collect 1,103 cases of CQsarean section performed between 1912 and 1918 from some 25 sources, and followed up since then (Table I) . Of these 487 subsequently became pregnant, with 78 vaginal deliveries, 47 abortions, 352 Cesarean sections, 18 ruptured scars and 86 were still pregnant. (Some of the 487 had more than one pregnancy.) If we include the CQsarean sections, vaginal deliveries and ruptured scars we have 448 patients with 18 ruptured scars, that is to say, 4%, a figure that has stood till now as the likely percentage of classical Caesarean scars to rupture. However, some two-thirds of the ruptures occurred during labour or the last week or two of pregnancy, and the risk of labour is, therefore, 12 ruptured scars among 90 vaginal deliveries, so that the risk of ruptured classical scar during a subsequent labour is some 13% to 14%. With such a risk, and its attendant foetal mortality, it is doubtful whether it is justifiable to allow a patient with a classical scar to have a subsequent vaginal delivery. Many Preedings P of the :Royal Soiety of Medicine 8 They-were all in general agreement with the opiniois expressed by Sir Eardley Holland. Professor Munro Kerr suggested that an incision in the lower segment would leave a sounder cicatrix because of the lessened muscular activity and rapidity of involution. He described his method of lower segment section and said he had performed the operation eighteen times. To-day the lower segment operation is almost entirely employed by skilled obstetricians, to the exclusion of incisions in the upper segment. In 1949 Mr. McIntosh Marshall analysed some 7,762 Qesarean sections from 19 hospitals, performed between the years 1943 and 1947 from among 125,179 deliveries. During this time 29 cases of ruptured uterus came under treatment, 10 of these bei,ng ruptured scars (9 classical and 1 lower segment Cesarean section). There were no maternal deaths amongst the ruptured scars. The feetal mortality was not given. We do not know the number of vaginal deliveries taking place at these hospitals over this period among mothers with a Cesarean section scar in the uterus. As there were rather less than a quarter classical among the CQsarean sections we may assume that the lower segment scar is less likely to rupture. Furthermore, the lower segment scar, should it give way, is less likely to rupture before labour begins.
The signs of ruptured scar may be confusing. The classical signs of rupture, cessation of uterine contractions, recession of presenting part, vaginal bleeding, severe lower abdominal pain, the absence of the feetal heart sounds and, collapse of the patient are often absent. Pain may be minimal and contractions may continue. An apparent bulging of the scar during a uterine contraction probably indicates that the uterus has already ruptured, and no time should be lost in performing a laparotomy. It is said that hemorrhage is less from a ruptured scar than from a spontaneous rupture of uterus, but this has not been my experience with classical section scars. The mortality is lower when the scar ruptures than in a case of rupture due to other causes. This is probably because a close watch is kept during labour on a patient with a scar in the uterus, so that little time is lost between the rupture and the performance of a laparotomy.
Though infection of the wound may play some part in predisposing to a rupture I do not believe it is nearly so important as careful repair of the uterine wound at the time of the Cesarean section. Accurate approximation of the wound edges may be difficult to accomplish because after delivery the retraction of the upper segment leaves the upper edge shorter than the lower one. This difficulty can be overcome by placing the third suture (after one at each angle) in the mid-line. Otherwise, looping of the lower edge may occur at the corner of the incision. It is best not to apply pressure forceps of any kind to control haemorrhage from the uterine wall as they must leave some muscle damage and scar tissue in their wake. I do not know whether the present fashion of tearing instead of cutting the lower segment incision will lead to an increased number of ruptures. The widening use of CQsarean section in recent years has increased the number of sections performed for non-recurring indications, and a large number of mothers having had a Cesarean section may be expected to undergo a future vaginal delivery. in the past fifteen years 6 ruptured scars only have been dealt with at the West Middlesex Hospital, 5 classical and 1 lower segment Cmsareansection, which seems the usual proportion. I am happy to say that none of these CQsarean sections was performed at the West Middlesex Hospital, although one ruptured scar from our own series of 1,066 sections occurred during that time. She was admitted to another hospital for her second labour. Unfortunately, we have only listed labours following CQsarean section in the disease index since 1949 and, during the last four years, 31 cases only have been so delivered. 26 of these had had a lower segment operation and 5 a classical. Over this period only 1 patient with a ruptured scar was admitted. Her first baby was delivered by lower segnent CQsarean section in 1949 in Lincolnshire, the indication being incomplete breech. She had a spontaneous delivery in 1950 at the West Middlesex Hospital and she ruptured her scar at the onset of her third labour. These figures are, of course, too small to give any indication of the incidence of ruptured lower segnent, but the frequency seems to be of the order of 1 % or less, provided the CQsarean section was performed in a maternity unit with a good standard of efficiency.
On the whole, it seems reasonable to say that after a classical Casarean section no patient should be allowed a vaginal delivery whereas, following lower segment operation, vaginal delivery may take place provided:
(1) There are no obstetrical contra-indications.
(2) That the delivery takes place in hospital.
(3) A careful watch is kept on the scar. External version and intra-uterine manipulations are best avoided in these cases. Dr. R. M. Corbet: I have seen 38 cases of rupture of the pregnant uterus, 10 of which terminated fatally, a mortality of approximately 26% (Table I) . The mortality rate, however, dropped sharply once it was recognized that the approach should be through the abdomen, when it was even suspected that rupture had occurred, and not through the vagina. Since 1928 only 3 patients have been lost, 1 from peritonitis (1929), 1 from hemorrhage undiagnosed (1937), and 1 from mesenteric thrombosis (1942) . Since laparotomy, followed by hysterectomy or repair, has become the main line of treatment, the classification of rupture into complete or incomplete has lost its importance. The situation of the rupture, however, is of significance. In more than half of these cases (21) the tear involved the lateral wall and extended into both upper and lower segments. 8 of the 9 upper segment ruptures and 3 of the 8 lower segment ruptures occurred through previous scars.
Vant of Edmonton has pointed out the danger of the lateral wall tear. This series supports his view.
In the 10 fatal cases the rupture occurred in the lateral wall seven times, in the posterior wall lower segment twice and the anterior wall upper segment once. 6 of the lateral wall ruptures and the anterior wall rupture died of haemorrhage. Rupture ofscars.-Undoubtedly the scar of an upper segment section is much more likely to rupture during pregnancy than the scar of a lower segment section; indeed, this latter condition has seldom been recorded. When labour is established I believe that there is little difference in the chance of rupture of either scars. In only 1 of the 6 upper segment scar ruptures was the patient definitely in labour.
In the 3 lower segment ruptures the patients had been in labour for some hours in an attempt to deliver vaginally. So far I have not had a rupture of an upper segment scar where the patient had been allowed to attempt a vaginal delivery.
Difficulties ofdiagnosis.-These occur chiefly in the spontaneous ruptures; the classical signs may be entirely lacking. The pains may not cease, indeed, I believe commonly do not cease until the K* uterus has emptied itself into the peritoneal cavity or vaginally. 2 of these fatal cases delivered spontaneously. The presenting part will not recede if the greatest diameter is through the pelvic brim. There may be no vaginal hiemorrhage until the baby is born or the presenting part disturbed in attempts at delivery. The patient may show little signs of shock although the uterus is obviously ruptured, or profound shock with no other signs of rupture. In most spontaneous ruptures there is no stage of threatened rupture. The way to avoid mortality is to keep the condition in mind and to act on suspicion rather than certainty.
Professor W. C. W. Nixon: Spontaneous Vaginal Delivery after Rupture of Uterus in a Previous Pregnancy CASE REPORT Mrs. L. B., aged 29.
This patient had a normal delivery on 3.7.50 of an 8 lb. 4 oz. (3,700 grammes) baby after a labour of fourteen and three-quarter hours.
Previous obstetric history.-24.3.47: Abdominal hysterotomy at another hospital for bleeding at 20 weeks. Patient unmarried. Operation report: "The placenta was on the anterior wall of the lower uterine segment with a placenta succenturiata directly over the cervix." The puerperium was complicated by a pulmonary infarct (pyrexia for three weeks). 12.6.48: Rupture of uterus at 36 weeks. Her pregnancy had been normal until the day before, when she complained of abdominal pain. She was admitted and the pain ceased until the next day, when she presented the picture of internal hemorrhage.
At laparotomy the foetus and placenta were lying free; there was much blood but the uterus was contracted and not bleeding. A rent extended from just above the internal os to 1 cm. over the fundus. The edges were pared and the uterus closed with two layers of catgut sutures (No. 1). The uterine muscle was particularly friable but the histology was normal-there was neither increase nor diminution of collagen and nothing to suggest fatty change. The puerperium was normal. First menstruation thirty-three days after operation followed by regular cycles. 3.7.50: Patient now married. Normal delivery. The present pregnancy was uncomplicated but the patient was brought into hospital for one month before her delivery. A placentography and pelvimetry were done, both of which were normal. Labour started spontaneously at term and ended normally (lst stage-131 hours; 2nd stage-75 minutes; 3rd stage-5 minutes).
Conclusion.-An abdominal hysterotomy at 20 weeks was the factor that predisposed to the rupture of the uterus in the second pregnancy. When the uterus is conserved after rupture there is no reason why the next delivery should not be normal. The case should be managed in the same way as one which has had a previous CQsarean section.
